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Abstract
Introduction: Reflex sympathetic dystrophy can result in severe disability with only one in five
patients able to fully resume prior activities. Therefore, it is important to diagnose this condition
early and begin appropriate treatment. Factitious lymphoedema can mimic reflex sympathetic
dystrophy and is caused by self-inflicted tourniquets, blows to the arm or repeated skin irritation.
Patients with factitious lymphoedema have an underlying psychiatric disorder but usually present
to emergency or orthopaedics departments. Factitious lymphoedema can then be misdiagnosed as
reflex sympathetic dystrophy. The treatment for factitious lymphoedema is dealing with the
underlying psychiatric condition.
Case presentation: We share our experience of treating a 33-year-old man, who presented with
factitious lymphoedema, initially diagnosed as reflex sympathetic dystrophy.
Conclusion: Awareness of this very similar differential diagnosis allows early appropriate
treatment to be administered.
Introduction
Reflex sympathetic dystrophy (RSD) is a complex regional
pain syndrome characterized by variable dysfunctions of
the musculoskeletal, skin and vascular systems [1]. Occa-
sionally, the differential diagnosis includes psychiatric
and functional disorders including malingering, frank
psychosis and factitious illnesses in which the symptoms
are self-induced.
We present a case of factitious lymphoedema (FL) mim-
icking RSD. This case report reiterates the need for a high
level of suspicion when the signs and symptoms and, in
this case, the treatment outcomes do not concur.
Case presentation
A 33-year-old man sustained a left distal radius fracture,
which was treated by manipulation and fixation in a plas-
ter cast (Figure 1). He had fallen onto his outstretched arm
while carrying out a domestic task. He had no other inju-
ries and the fracture healed satisfactorily with minimal
displacement and no neurovascular deficit.
Twenty-two months after discharge the patient presented
to the accident and emergency department reporting a 2-
day history of severe burning pain in his left forearm. His
forearm was discoloured, swollen and very itchy (Figures
2 and 3). His hand was neurovascularly intact but he had
a reduced range of movement and limitation of hand
function due to stiffness and pain.
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splints was tried initially, but the patient continued to suf-
fer pain in the arm despite maximal opioid analgesia. He
eventually required a Bier's sympathetic block, which
relieved the pain, but his symptoms and signs recurred
shortly after discharge.
It became apparent on subsequent attendances that the
distribution of the swelling and discolouration of his fore-
arm was more in keeping with the application of a ligature
or proximal compress, resulting in subsequent swelling
and discolouration. There was a clear line of demarcation
on the mid-forearm and it was noted that the position of
this line of demarcation varied in different consultations.
The patient had a history of excessive drinking and later,
during psychiatric evaluation, he claimed to have been
applying a ligature in order to relieve the pain in his wrist.
He was referred for psychiatric treatment and made a full
recovery.
Discussion
This is a case of FL caused by intermittent application of a
tourniquet to the forearm in a patient with an underlying
psychiatric illness. The patient was thought to have RSD
because of his presentation and his previous distal radius
fracture.
RSD can occur after an injury to or operation on a limb.
The incidence is estimated at 5% to 15% after all injuries
[2]; the reported incidence of RSD in prospective studies
of Colles fractures is 7% to 35% [3]. RSD can cause severe
disability, with only one in five patients able to fully
resume prior activities [2].
The signs of RSD include pain, oedema, stiffness and dis-
colouration. There is usually an intense and burning pain,
out of proportion to the injury and affecting the entire
extremity. The pain may persist after the stimulus has
been removed (hyperpathia), be present with light touch
(allodynia) and be aggravated by movement. Oedema is
usually one of the earliest findings, stiffness may occur
and discolouration may vary from intense erythema to
cyanosis or be pale, purple or grey. Treatment is support-
ive with physiotherapy, and pain control and the com-
plete return of hand function are the goals. The approach
to treatment depends largely on the specialty of the treat-
ing physician but options include sympathetic blocks,
sympatholytic drugs and anti-inflammatory drugs. Calci-
tonin, which is available as a nasal spray, has been
reported to reverse the inflammatory changes and reduce
pain in early RSD, especially in patients with hyperdy-
namic blood flow [4].
FL can be caused by tourniquets, blows to the arm or
repeated skin irritation, usually in patients with known
psychiatric conditions [5,6]. FL results in symptoms and
signs suggestive of RSD and a delay in diagnosis results in
inappropriate treatment. The patient in this case did not
have a known medical history of psychosis, behavioural
disorder, self-harm or other psychiatric conditions that
would have suggested that his presentation was FL not
RSD. Clinical suspicion from observations of his arm dur-
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Skin changes on the dorsal surface.
Skin changes on the ventral surfaceFigure 2
Skin changes on the ventral surface.
Reduced distal radius fracture in plaster castFig r  1
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ing treatment and variation in the presentation led to a
formal psychiatric evaluation that diagnosed FL.
Conclusion
A high level of suspicion and early initiation of psycho-
therapy can result in effective treatment of this condition.
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